SUMMARY Two patients (one male, one female) with ankylosing spondylitis (AS) and IgA nephropathy are described. The female patient is the first reported case to have AS and IgA nephropathy concurrently. Contrary to previously reported cases, her renal manifestation preceded her rheumatic symptoms. It is suggested that women with IgA nephropathy and AS may be overlooked as the severity of spondylitis and joint involvement is less than in men.
adjacent soft tissue. Classical AS occurs predominantly in men with a male:female ratio of 3-4:1, though sacroiliitis itself occurs with a sex ratio of approximately 1-2:1.1-3 Glomerulopathy associated with AS is uncommon, but it has recently been recognised that IgA nephropathy may be associated with AS. To our knowledge 22 men with AS and IgA nephropathy have been reported, yet no female patient has been described. In this report we describe the clinical findings in two patients (one male, one female) who had both AS and IgA nephropathy and review the other 22 cases previously reported. 4 Case reports CASE 1 A 33 year old hypertensive Chinese housewife was referred for investigation of proteinuria (2 g/day). She had experienced two attacks of pharyngitis and macroscopic haematuria eight years previously. Investigations showed microscopic haematuria with dysmorphic red blood cells and a glomerular filtration rate of 20 ml/min. Serum cryoglobulin, antinuclear factor, and hepatitis B surface antigen were not detected. The anti-DNA antibody and serum complement components were normal and the serum IgA concentration was raised (4-6 g/l). An intravenous urogram showed bilaterally smooth and shrunken kidneys. The tissue type was HLA-A11, Aw33, B17, B27, DR5, DRw6.
Renal biopsy showed global sclerosis in 50% of glomeruli. Of the remaining glomeruli, 20% had segmental sclerosis and 30% had segmental mesangial proliferation with cellular crescent formation. The tubules showed widespread foci of atrophy and the vessels demonstrated medial proliferation and thickening. Immunofluorescence studies showed intense staining for IgA (3+) and C3 (3+) with weaker reaction for IgM and IgG. Subsequent immunofluorescence studies with fluorescein conjugated human anti-HLA-B27 antiserum failed to demonstrate positive mesangial fluorescence. Electron microscopy showed electron dense deposits in the mesangial areas.
Two years later she developed accelerated hypertension and end stage renal failure requiring regular haemodialysis. During the 24 months before her dialysis she noticed frequent low back pain. Later 435 she had increased right sacroiliac and left hip pain. The serum concentrations of calcium, phosphate, alkaline phosphatase, and parathyroid hormone were normal, and radiological skeletal examination did not indicate hyperparathyroidism or osteomalacia. There were, however, grade III changes in the right sacroiliac joint and grade I changes in the left sacroiliac joint (New York criteria). 15 IgA nephropathy associated with AS is uncommon. Table 1 summarises the pooled data of 22 previously reported cases. 4 IgA nephropathy associated with AS is characterised by a higher incidence of raised serum IgA (93%), a higher incidence of renal impairment at presentation (27%), and a lower incidence of macroscopic haematuria 
